The Health Extension Program is one of the most innovative community-based health programs in Ethiopia. It is based on the assumption that access to and quality of primary health care in rural communities can be improved through transfer of health knowledge and skills to households. Since it became operational in 2004-2005, the Program has had a tangible effect on the thinking and practices of rural people regarding disease prevention, family health, hygiene and environmental sanitation. It has enabled Ethiopia to increase primary health care coverage from 76.9% in 2005 to 90% in 2010.
INTRODUCTION
Ethiopia is one of the poorest countries in the world with a US$330 per capita Gross National Income in 2009. The health system remained weak until the country introduced a 20-year health sector development program in 1977, which is being implemented in four phases. [1] The civil war waged during the 17 years of military rule from 1974 to 1991 destroyed the health delivery system, and the country faced serious economic problems leading to shortages of skilled health human resources, pharmaceuticals, and health service delivery facilities.
These conditions, coupled with harmful traditional practices such as female genital mutilation, meant that Ethiopia continued to suffer from a high disease burden, of which 60% was preventable.
[2] Maternal and childhood mortality are still among the highest in Africa: under-fi ve mortality was 210 per 1000 children in 1990, falling to 104 per 1000 in 2009.[3] Maternal mortality was 673 per 100,000 live births in 2005, dropping to 470 per 100,000 in 2008. [4] Most of the causes of child and maternal mortality are preventable. Lack of information and knowledge on prevention, shortage of health facilities within accessible distance, and insuffi cient skilled health personnel to deliver services have been contributing factors to high rates. Malaria, HIV/ AIDS, TB, waterborne diseases, and respiratory infections remain among the top ten killer diseases. [ [8] and Good Health at Low Cost (GHLC). [9] These found that HEP accelerated access to primary health care and had an impact in reducing communicable diseases and maternal and childhood mortality. We share this experience for the benefi t of other countries in the same economic stratum.
What is the Health Extension Program (HEP)?
HEP is a community-based health service delivery program whose educational approach is based on the diffusion model, which holds that community behavior is changed step by step: training early adopters fi rst, then moving to the next group that is ready to change. Those resistant to change would gradually be conditioned to change because of changes in their environment. [10] HEP assumes that health behavior can be enhanced in communities by creating model families that others will admire and emulate. [5, 10] HEP has four health subprograms: disease prevention, family health, environmental hygiene and sanitation, and health education and communication; [5] these correspond to the elements of primary health care coverage as defi ned in the Alma Ata Declaration. [11] Every village with 5000 residents builds a health post. Two female HEWs who have completed tenth grade are recruited from the same community and trained in HEP modules for one year, after which they return home as salaried frontline health care staff. According to the FMOH: [12] HEWs' major task is increasing knowledge and skills of communities and households to deal with preventable diseases and be able to access services available at clinics and hospitals. Since HEP considers maternal and child health tracer indicators of good health, HEWs give special attention to family health. In addition to conducting preventive family health education and sanitation, they can supervise intake of community Directly Observable Treatment-Short Course (DOTS) for TB and antiretroviral treatment for HIV/AIDS; conduct rapid diagnostic tests for malaria and administer malaria drugs; attend uncomplicated childbirth; refer patients to nearby health centers; and collect vital statistics. HEWs are not allowed to administer antibiotics. [5] One of an HEW's fi rst tasks is to recruit Voluntary Community Health Workers (vCHWs) to help implement HEP. These are individuals who have had experience in community-based health services, such as those trained as community-based health workers prior to HEP.
Perspective
The fi rst families to be trained are selected by the local government (kebele) administration, HEWs, vCHWs and community leaders based on criteria related to their earlier participation in community health activities and readiness to enroll in the training. Women in the selected families take the lead role in the training, recognizing that women take more responsibility in family care. Other families are selected for training when the fi rst batch graduates. Each group receives 96 hours of training, involving face-toface teaching and household visits in four modules corresponding to the four HEP subprograms: prevention of communicable diseases, family health, environmental and household sanitation, and health education. Formal training continues until all households graduate. HEWs and vCHWs follow up with households regularly.
The diffusion model assumes that change happens gradually. As model families change their health practices, they infl uence their neighbors and friends formally in venues such as community meetings, and informally when they get together for social activities such as coffee ceremonies and in idir and mahber, community associations formed for mutual practical support (the former for funeral services, the latter for activities such as harvesting and home-building). The social context gets modifi ed by facilitating discussion of the content of the four HEP modules. As HEP is implemented, household arrangement of rooms and utensils and the availability of pit latrines change the physical structure of the household. One vCHW supervises 10 to 20 households and 70% of HEWs' time is allocated to household visits.
HEP is an expression of the government's political will regarding health. All government sectors, local leaders, and communities are required to collaborate in implementation of HEP programs: health post construction; selection of vCHWs and model families; mobilization of communities during immunization campaigns; and construction of sanitary facilities. Schools, agriculture extension agents, community associations, as well as other social structures are involved in disseminating HEP messages and promoting good health practices. Development partners are encouraged to strengthen HEP implementation activities, by providing health materials and supplies, training, and monitoring.
HEP assumes that communities are owners, producers and multipliers of health. The roles of the health provider and other stakeholders are to enable households and communities to lead a healthy life by (i) building their capacities and skills in disease prevention and health management; (ii) providing basic health tools and commodities such as family planning methods, vaccines, oral rehydration salts, community DOTS, and malaria drugs and nets; (iii) attending childbirth; and (iv) providing timely referral to specialized care for those who need it.
WHAT HAS HEP DONE SO FAR?
Attribution of results to specifi c programs is always diffi cult because of the multiplicity of factors and actors in the social environment, but tangible improvements in key health indicators have been observed since HEP's implementation began,[2,13] supporting our conclusion that HEP is an effective approach to promoting good health in rural communities. It is now present in all rural agrarian areas and is being expanded to include pastoralist and urban areas.
Credit for these improvements (Table 1) Benefi ciaries reported changed attitudes and behavioral practices in preventive aspects of maternal and child health. Community informants and district and regional program coordinators say that mothers and children are regularly monitored by HEWs. Access to family planning, antenatal and postnatal care services has improved,[2] and maternal and childhood disease incidences have decreased as a result.
Disease incidence is minimized enormously, childhood and maternal deaths are reduced and the community has started to use family planning programs effi ciently; the number of women using contraceptives and accessing pre-and postnatal care services is increasing. (L10K: HEW, Amhara)
Community informants in the L10K study all agreed that infant feeding habits such as breast feeding and use of supplements have improved; the number of children and mothers immunized has increased, and practices in reporting sick children to HEWs have shown improvement. The study team observed such trends in the charts of the visited health posts. A community informant says: 
CHALLENGES
Nevertheless, HEP has experienced some challenges. Graduation of model families did not happen as planned. It was expected that within three years of implementation, all households would have graduated; [15] however, due to travel time between households and competing demands for family members' time for farming activities, model family training is taking longer than anticipated.
Also, use of voluntary community health workers appears hard to sustain without some material compensation for extra services rendered to communities. With the government's policy of alignment of health activities, HEP is becoming the focal point of health programming, so increasingly, development partners are also executing their programs through HEP, creating heavier workloads for HEWs. Although the increased integration is positive, HEW burnout has been observed as a result.
Career advancement is also a critical issue for HEWs and efforts are being made to address it.
CONCLUSIONS
Ethiopia's HEP has shown tangible positive impacts on community health, in disease prevention, family health, and environmental hygiene and sanitation. The government has made HEP the foundation of the country's emerging new health system. Local government and community participation is gaining momentum, and the roles and interests of development partners are crystallizing. In order to strengthen HEP, FMOH has embarked on training health offi cers and midwives. Cold storage for vaccines is also being addressed through making refrigerators available.
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HEP demonstrates that instead of sticking to traditional health provider and medication-oriented models, context-sensitive and affordable functional models and approaches could be developed to expand primary health care services. Development partners in health were skeptical of HEP at fi rst, but it has now proved to be a more effective approach to preventing disease and instilling skills and knowledge than the village clinic-based approach, which focused more on curative services with less attention to prevention. HEP is now at the center of global health initiatives directed to villages and districts in Ethiopia. Ethiopian health offi cials expect to meet MDGs 4 and 6 and to have made progress toward MDG 5 by 2015.
What is more important is that HEP has shown that population behavior patterns can be changed to be more favorable to good health. With strong political will and a sense of purpose, lowincome countries can use innovative approaches to achieve universal coverage of primary health care.
